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Abstract 
The prevalence of concurrent mental illness and substance use is high in general psychiatric 
patient populations and is an acknowledged risk factor for re-hospitalization. Similarly, 
concurrent disorders are recognized as a risk factor for re-offending among correctional 
populations. However, there is currently little evidence regarding the relationship between 
concurrent disorders and rehospitalization in forensic psychiatric populations. This study 
therefore investigated the prevalence of concurrent disorders among forensic patients and the 
relationship of concurrent disorders to rehospitalization in a forensic psychiatric hospital 
following discharge, comparing whether individuals who received comprehensive risk/needs 
assessment and inpatient treatment for concurrent disorders had better outcomes than patients 
who did not. A retrospective chart review compared data from a sample of treatment and non-
treatment patients (i.e. patients admitted for court ordered assessment) discharged from a 
Canadian Forensic Psychiatric Hospital (FPH) in the years 2015-2017. Using quantitative 
methods we contrasted rates of voluntary and involuntary (direct backs, breaches) 
rehospitalization and the reasons for returning to hospital as a function of whether the patient’s 
treatment team had completed a Short Term Assessment of Risk and Treatability (START) and 
whether they had received inpatient treatment for concurrent disorders in hospital. 
Results demonstrated that regardless of diagnosis or concurrent disorders treatment, 
patients who had completed START assessments and who received long term hospitalization had 
better outcomes than those who did not. This highlights the value of individualized risk/needs 
assessments for forensic populations and suggests the clinical importance of long-term, 
continuous care relationships in improving patient outcomes, specifically rehospitalization. 
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CHAPTER 1: INTRODUCTION 
In the past decade, there has been a substantial increase in the prevalence of concurrent 
mental health and substance use disorders in Canada (Canadian Institute for Health Information 
[CIHI]; Kahn, 2017; 2013; Mental Health Commission of Canada [MHCC], 2012). Concurrent 
disorders are now responsible for a significant proportion of health care, police, and social 
service costs in the provinces and territories. (Canadian Mental Health Association [CMHA], 
2008; ; Hall & Weaver, 2008; Health Canada, 2002). An estimated 130,000 British Columbians 
meet the criteria for concurrent disorder, and it is estimated that >50% of people seeking 
treatment for a substance use disorder also have a mental illness (Canadian Centre on Substance 
Abuse [CCSA], 2009). The prevalence of comorbid major mental illness and substance abuse is 
the “expectation not the exception” (Minkoff, 2000, p. 252). 
Background 
When community treatment resources and efforts at diversion (e.g. mental health courts 
or Assertive Community Treatment) are unsuccessful, service gaps occur and individuals with 
complex care needs, such as those individuals with concurrent disorders, may find their care 
located within the forensic mental health system (Crocker, Nicholls, Seto, Roy, Leclair, Brink, 
Simpson, & Cote 2015; Dieleman, 2014). Forensic patients are individuals who have shown 
signs of serious psychiatric illness and have come in conflict with the law (BC Mental Health 
and Substance Use Services [BCMHSUS], 2017). Offences can range from minor nuisance and 
property offences to serious offences against a person (BCMHSUS, 2017). The most common 
psychiatric diagnoses among patients admitted to British Columbia’s Forensic Psychiatric 
Hospital [FPH] include schizophrenia spectrum disorders (61-77%) and substance abuse 
disorders (39%-63%) (Crocker, Nicholls, Seto, Cote, Charette, & Caulet, 2015b; Nicholls, Brink, 
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Greaves, Lussier, & Verdun-Jones, 2009). Results from the first pan-Canadian (Quebec, Ontario 
& British Columbia) study of the Not Criminally Responsible on Account of Mental Disorder 
(NCRMD)-accused population show that one-third of all NCRMD-accused individuals has a 
serious mental illness (SMI) and a Substance Use Disorder (SUD), with the province of BC 
having the highest rate of dually-diagnosed NCRMD-accused people (Crocker et al., 2015b).  
Defining Concurrent Disorders 
Health Canada (2002) defines the term ‘concurrent disorders’ (CD) as any combination of 
mental health and substance use disorders. More specifically, the fourth edition of the Diagnostic 
and Statistical Manual of Mental Disorders [DSM-IV] (American Psychiatric Association, 2000) 
defined a concurrent disorder as any disorder that includes a substance use disorder (Axis 1-
Substance use or substance dependence) in combination with an Axis I or Axis II mental health 
disorder.  
The DSM-V (American Psychiatric Association, 2013) made some important changes to the 
way that substance use disorders are classified, including: 
• Removal of the Substance Abuse and Substance Dependence diagnoses 
• Replaced by: Substance Use Disorders and Substance Induced Disorders 
• Separate diagnoses for 10 classes of drugs including: caffeine; alcohol; cannabis; 
hallucinogens; inhalants; opioids; sedatives, hypnotics and anxiolytics; stimulants 
(amphetamine-type stimulants, cocaine, and other stimulants), tobacco; and other 
(unknown substances). 
• To facilitate differential diagnosis, criteria for substance use/induced disorders are 
included with disorders with which they share phenomenology, e.g. Psychotic disorders 
and stimulant use 
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Importantly, the DSM-V (APA, 2013) diagnostic criteria now also include distress to self 
and others and impairment of functioning associated with concurrent disorders. This is consistent 
with Health Canada’s (2002) emphasis on the importance of examining these disorders within a 
psychosocial context as essential for accurate assessment, treatment planning, and rehabilitation.  
Types of concurrent disorders. Health Canada (2002) recommended classifying 
concurrent disorders into five clinical sub-groups. This classification framework is valuable for 
clinicians because it guides diagnosis and subsequent treatment interventions. However, the 
recommendations note that most clinical presentations involve polysubstance abuse, more than 
one psychiatric diagnosis, and will fit into more than one group; “Thinking of mental health and 
substance use problems as a plurality rather than a duality is more consistent with the typical 
clinical presentation of the abuse of multiple drugs, including alcohol, and often more than one 
psychiatric diagnosis” (Health Canada, 2002, p vi). 
The five sub-groups of concurrent disorders outlined by Health Canada are as follows: 
Group 1: Co-occurring substance use and mood and anxiety disorders; 
Group 2: Co-occurring substance use and severe and persistent mental disorders; 
Group 3: Co-occurring substance use and personality disorders; 
Group 4: Co-occurring substance use and eating disorders; 
Group 5: Other co-occurring substance use and mental health disorders. 
The British Columbia Context of Care 
An estimated 130,000 individuals meet the criteria for concurrent disorders in British 
Columbia alone (Patterson et al, 2007) • Individuals with concurrent disorders in British 
Columbia have poorer health outcomes, high rates of homelessness, and exaggerated rates of 
contact with police and emergency services (Schutz et al, 2013). A Vancouver Police 
Concurrent Disorders Treatment and Rehospitalization in a Forensic Population     4 
Department survey in the Downtown Eastside (DTES) showed that 50% of all emergency calls 
involved people with mental illness or substance use problem (Patterson et al, 2007).  
Individuals with concurrent disorders present with many behaviours that may disqualify 
them from existing treatment services or bring them into contact with the law (Schutz et al, 
2013). These individuals are often difficult to engage to treatment, have poor compliance with 
medication and many have complex behavioural and criminogenic issues (e.g. impulsive or 
aggressive behaviour and criminal activities; Schutz et al, 2013). Traditional mental health and  
substance use services are overwhelmed in the province and have not been able to meet the 
service demands of this complex population. More than ever, an individual with a concurrent 
disorder in BC is likely to find their care located in a forensic setting (Schutz et al, 2013). 
Riverview hospital downsizing and closing. With the development of effective and 
accessible psychiatric treatment in the 1960’s, there was a paradigm shift in Canada from long-
term psychiatric care in provincial institutions to community services (British Columbia Mental 
Health and Addiction Services [BCMHAS], 2010). The development of new therapies and 
pharmacological treatments meant that most individuals with mental illness could access short-
term and/or acute psychiatric services through general hospitals and community-based mental 
health services.  
 In British Columbia, the changing mental health ideology translated into a decade of new 
health care policies and the downsizing and eventual closing of the province’s only tertiary 
psychiatric institution, Riverview Hospital (RVH). RVH which had been the only provincial 
center for psychiatric treatment, with over 5000 patients at its peak (early 1950s), became a 
tertiary facility with no direct referrals (BCMHAS, 2010; Higenbottam, 2014). Admissions to the 
hospital decreased and became restricted to the most severely disabled/complex patients in the 
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province (BCMHAS, 2010). RVH’s tertiary mental health care services ended in British 
Columbia with the complete closure of the hospital in 2012 (Higenbottam, 2014).  
The Rise of the Severely Addicted and Mentally Ill (SAMI) Population. The 
development of community-based, long-term care capacity within the health authorities in 
British Columbia has resulted in positive outcomes for many mentally ill individuals, such as 
increased independence, improved quality of life, and overall life satisfaction (Peterson et al., 
2013). In fact, research suggests that most individuals in British Columbia who were effectively 
‘discharged’ from RVH, have been integrated into communities throughout the province, without 
negative outcomes such as transinstitutionalization to jails or correctional facilities, or 
homelessness (Peterson et al., 2013) 
Despite a body of evidence that deinstitutionalization in British Columbia has led to some 
positive outcomes, the closure of RVH has focussed attention on those individuals who have 
severe mental illness and addiction who have not benefitted from the province’s mental health 
and substance use service provision in the same way--these individuals have been termed, the 
Severely Addicted and Mentally Ill or SAMIs (British Columbia Ministry of Health [BCMOH], 
2013). Deinstitutionalization, lack of affordable or supported housing, and the introduction of 
affordable street drugs such as crack cocaine and methamphetamine, has concentrated a large 
group of mentally ill and addicted individuals in low-income (high crime) areas and has created a 
population of severely addicted and mentally ill [SAMI] people in the province ( Higenbottam, 
2014; Patterson et al., 2007).  
The SAMI population is characterized by severe mental illness and substance use 
problems, behavioural problems, particularly aggression and disinhibition (Patterson et al., 
2007). These individuals have great difficulty engaging and benefitting from traditional 
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psychiatric treatment services; they are difficult to engage, medication non-compliant, severely 
addicted and often, homeless (BCMH, 2013; PHSA/BCMHSUS Report 2015; Patterson et al., 
2007). Historically, these people would have been treated (and housed) in a tertiary care facility 
such as RVH, however; the closing of RVH has placed the responsibility for their care onto 
communities that are overwhelmed and under-resourced (British Columbia Ministry of Health, 
2013; Vancouver Police Department, 2013). 
Concurrent Disorders and Forensic Populations 
 Forensic psychiatric patients are individuals who have come into conflict with the law 
and who are court-ordered to a forensic psychiatric hospital for assessment of mental status and 
fitness to stand trial or criminal responsibility due to mental illness (NCRMD). The BC Forensic 
psychiatric hospital also cares for individuals who are transferred temporarily from correctional 
facilities to be assessed/receive treatment for a mental disorder under the provincial Mental 
Health Act (BC Mental Health and Substance Use Services [BCMHSUS], 2015). 
In BC, psychiatric assessment and treatment services for adults before the courts, as well 
as hospital-based treatment for offenders serving provincial sentences (less than two years) and 
who are certified under BC’s Mental Health Act [MHA] is mandated by the Forensic Psychiatry 
Act (BCMHSUS, 2015). British Columbia's Forensic Psychiatric Services Commission (FPSC) 
provides multi-site, specialized hospital and community-based assessment, treatment and case 
management services for adults with mental health disorders who conflict with the law 
(BCMHSUS, 2015). The FPSC takes its authority from the Forensic Psychiatry Act, the Criminal 
Code of Canada and the BC Mental Health Act (Criminal Code, 1985; Forensic Psychiatry Act, 
1996; Mental Health Act, 1996). 
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Until recently, little research existed examining the relationship between concurrent 
disorders and recidivism in Canadian forensic psychiatric population settings (Rush, Urbanoski, 
Bassani, Castel, Strike, Kimberley, & Somers, 2008).  The National Trajectory Project (NTP) 
has provided new information about the NCRMD-accused forensic psychiatric population in 
Canada (Crocker, Charette, Seto, Nicholls, Cote, & Caulet, 2015). Evidence from the NTP shows 
that 94% the Canadian NCRMD accused population had a diagnosis of serious mental illness 
(SMI) at the time of their verdict (Crocker, et al., 2015b); >70% had a diagnosis of a psychotic 
spectrum disorder with only 23% having a diagnosed mood spectrum disorder (Crocker et al., 
2015b). Comorbid mental health and substance use was significant in the population; 30% of the 
NCRMD accused population had a primary diagnosis of Substance Use Disorder (SUD), with 
28% having a diagnosis of SMI and SUD (Crocker et al., 2015b). 
The data from the NTP further shows that most (72%) NCRMD-accused forensic patients 
in Canada have had prior hospitalizations in civil psychiatric hospitals, and almost one-half 
(46.6%) of this population had prior criminal convictions (Crocker et al, 2015b). This evidence 
shows that a significant portion of NCRMD “forensic’ patients in Canada have had prior contact 
with civil psychiatry and/or corrections prior to their index offence and, significantly, that a 
considerable portion of these individuals also had a diagnosed substance use disorder or pre-
existing addictions issue prior to their NCRMD finding. The findings from the NTP suggest that 
a relationship may exist between concurrent disorders, civil psychiatric re-hospitalization, 
offending behaviour, and engagement in the forensic system. 
The co-occurrence of SMI and SUD in a forensic population has been associated with 
poorer treatment outcomes, increased rehospitalization, and an increased risk for violence and re-
offending (Fazel, Gulati, Linsell, Geddes, & Grann, 2009; Langeveld et al., 2014; Pickard & 
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Fazel, 2013). Substance use with or without psychiatric comorbidity is considered a risk factor 
for violence; however, when substance use and severe mental illness are comorbid, the odds of 
violent behaviour increase eight-10-fold, versus only a two-fold increase for individuals with 
mental illness alone (Pickard & Fazel, 2013). 
Best Practices Surrounding Concurrent Disorders 
Health Canada (2002) recommends that Canadian mental health services should apply 
universal screening practices for substance use disorders, and substance use services should 
apply universal screening for mental health disorders. Screening may need to take place at more 
than one level of effort to accurately identify if a problem exists (i.e. brief screening tools such as 
the CAGE during an interview, or more complex tools such as the DAST for substance use 
screening; Ewing, 1984; Gavin, Ross, & Skinner, 1989). 
 Health Canada (2002) further recommends that assessment for concurrent disorders 
should lead to a DSM diagnosis and distinguish between the substance use disorder and the 
mental illness. Assessment may include motivational factors, although diagnoses and context 
may influence results, particularly in correctional and/or forensic environment, and should also 
include psychosocial functioning (Health Canada, 2002).   
Historically, people with concurrent disorders have received either sequential treatment, 
or parallel treatment (Drake et al., 2001). Sequential treatment is where one treatment (either for 
substance use or mental illness) is followed by the other. Generally, this involved a referral 
process whereby an individual completed treatment and was subsequently referred to another 
agency to begin treatment for the other disorder.  
In 2002, Health Canada released a report prepared by the Centre for Addiction and 
Mental Health (CAMH) titled Best Practices: Concurrent Mental Health and Substance Use 
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Disorder (CAMH, 2002). This report offers a comprehensive background of the problem and 
makes specific recommendations for best practices in the areas of concurrent disorders 
screening, assessment, system integration, and treatment interventions/support. 
The report recommends the development and provision of integrated concurrent disorders 
treatment in Canada. Health Canada (2002) defines integrated treatment as: 
Mental health treatments and substance use treatments are brought together by the same 
clinicians/support workers, or team of clinicians/support workers, in the same program, 
to ensure the individual receives a consistent explanation of illness/problems and a 
coherent prescription for treatment rather than a contradictory set of messages from 
different providers (p. 15). 
 Minkoff and Cline (2004; 2005) outlined several key principles of integration which 
should shape and drive systems, services and practices for concurrent disorders treatment. 
Primarily, the integration model is hopeful and empowers clinicians to view recovery and 
rehabilitation as a treatment goal, even for difficult to engage or refractory patients. Minkoff’s 
fundamental assertion is that all services, programs and practitioners must be competent in 
dealing with individuals with comorbid substance use and mental illness because these are 
people that they are already treating. In other words, there should be no ‘closed door’ (Reist & 
British Columbia, 2004). 
Minkoff’s principles place the individual experience of comorbid mental health and 
substance use disorder at the forefront of intervention; recognizing the need for clinicians to 
tailor treatment interventions to the individual in care. The principles of integration aren’t 
prescriptive per se; rather they encourage clinician flexibity to tailor interventions for each 
patient’s experience. Flexibility (within the context of integrated and continuous treatment) may 
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improve outcomes for highly stigmatized, hard to engage or refractory clients who may require 
different definitions of rehabilitation and recovery than less impaired individuals.  
Successful treatment requires the creation of empathic/hopeful and continuous 
relationships in which integrated services and coordination of care are sustained over multiple 
episodes (Minkoff, 2000). Hard to engage individuals with chronic conditions will require 
continued support and treatment; shared planning for repeated and continuous interventions 
allows clinicians to anticipate client needs, and collaboratively learn through trial and error 
(Minkoff, 2000). There is widespread support for the use of integrated approaches for the 
treatment of concurrent disorders (Health Canada, 2002). 
Conceptual Framework: The Matrix Model 
An example of an integrated approach that has shown positive outcomes for treating 
substance use disorders in complex treatment groups is the Matrix Model (Rawson et al., 1995). 
The Matrix Model is an evidence-based, integrated substance abuse treatment program that was 
developed in the 1980’s in response to the Cocaine epidemic in the United States (Obert et al., 
2000). Originally designed as 16-week outpatient program, the Matrix Model incorporates 
behavioural and psychosocial interventions to offer highly structured and intensive treatment for 
individuals with substance use disorders. This model was not specifically designed for the 
treatment of concurrent disorders; however, The Matrix Model can be adapted to fit several 
inpatient settings including hospital and criminal justice settings, and has been shown to improve 
outcomes and decrease substance use in several clinical populations (Obert et al., 2000; Rawson, 
et al., 1995).   
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Problem and Significance 
The evidence shows that there is a “close causal relationship” between mental illness, 
substance use, and criminal offending (Palijan, Muzinic, & Radeljak, p. 434, 2009). Forensic 
patients with concurrent disorders require a multi-tiered, highly specialized approach to 
treatment, and ongoing specialized care following discharge to improve outcomes and reduce 
recidivism and rehospitalization (Pickard and Fazel, 2013).  
Currently, there are significant gaps in services and supports for mentally ill people who 
are involved in the forensic/criminal justice system (with or without a concurrent disorder), 
particularly with reference to community-based service integration for people requiring ongoing 
care (Dieleman, 2014; Patterson et al, 2007; Schutz et al, 2013). A lack of coordinated 
communication between formal and informal community “assets” (i.e. groups with a formal 
mandate and policy to support treatment, versus groups who are mandated to provide either 
criminal justice support such as parole services or mental health support or addiction support) is 
a major barrier to service integration and the coordination of effective services for this 
population (Dieleman, 2014).  
High rates of re-hospitalization for NCRMD patients following conditional discharge also 
suggests that gaps in service exist for forensic populations—the community is not meeting the 
treatment needs of the forensic population following discharge, and their trajectory through the 
forensic mental health system often mirrors the revolving door phenomenon of the civil 
psychiatric system (Livingston, Wilson, Tien, & Bond, 2003).  
When community services cannot meet demand, complex patient populations (such as the 
forensic population and/or those with concurrent disorders) may only be able to access integrated 
services through institutionalization. High level community assets such as FPH are formally 
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mandated to provide care, offer treatment, and reduce risk to the public (BCMHSUS, 2015). 
Thus, the onus is placed onto the organization to provide comprehensive and integrated services 
to reduce risk factors, improve patient outcomes, promote recovery, and support community re-
integration. As such, forensic inpatients receive highly specialized treatment provided by skilled 
clinicians in a secure environment.  
The ‘forensication’ of individuals requiring highly specialized psychiatric treatment 
services could be viewed as oppressive, or as a means to further marginalize a highly stigmatized 
group; however, it may in fact lead to improved outcomes for individuals with concurrent 
disorders who could not locate their care needs within other traditional service delivery areas 
who require a gateway to access the services needed for recovery (Crocker, Nicholls, Cote, 
Latimer, & Seto , 2010; Livingston, et al., 2003; Penney, Morgan & Simpson, 2013). 
Purpose of the Study 
This study examines the prevalence of concurrent disorders in a Canadian Forensic 
Psychiatric Hospital and investigates whether forensic patients who received access to 
comprehensive risk assessment and integrated concurrent disorders treatment services while in 
hospital had better outcomes (i.e. reduced rehospitalization) following discharge 
Research Objectives and Hypothesis 
The primary objectives of this study were to examine the prevalence of concurrent 
disorders in a sample of patients discharged from FPH over a two-year period, to examine the 
prevalence and type of returns to hospital among patients with and without concurrent disorders 
during this time, to examine the length of stay and  treatment provided to patients with 
concurrent disorders during the sample frame, and to answer the question: Does treatment reduce 
the risk of return to hospital for patients with concurrent disorders? 
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This study hypothesizes that significant differences will exist in the rates of 
rehospitalization between treatment and assessment forensic psychiatric patients with concurrent 
disorders and predicts that inpatient treatment for concurrent disorders will improve patient 
outcomes and reduce rehospitalization. This study will also examine the significance of 
concurrent disorders treatment on the type and nature of rehospitalization; i.e. how a patient is 
returned to hospital if relapse or psychiatric decompensation occurs 
Rationale for Study. Research shows that there has been a significant increase in 
forensic psychiatric admissions in Canada in the past decade ( Crocker et al., 2015b; Jansman-
Hart, Seto, Crocker, Nicholls, & Cote, 2011). Persons living with untreated/undiagnosed 
concurrent disorders are high-risk for experiencing negative health and social consequences, 
such as homelessness, stigmatization, and infectious disease (Health Canada, 2002 McKee, 
2017). Deinstitutionalization, gaps in services, lack of affordable or accessible housing, 
overwhelmed mental health and policing services, and the increased availability of cheap street 
drugs has worsened the problem: more than ever, Canadians with concurrent disorders have the 
potential to find their care located within correctional and/or forensic mental health system 
(Jansman-Hart et al., 2011; Patterson et al., 2007 VPD, 2013).  
The current situation has implications for the development of intervention and treatment 
strategies, as well as for the coordination and delivery of effective integrated concurrent 
disorders services in multiple agencies (BCMOHS, 2005). The rationale for continued research 
examining the forensic psychiatric population is clear: early identification and treatment of 
concurrent disorders in the forensic population may improve patient outcomes and guide 
intervention and case management strategies, with possible cost avoidance for both the mental 
health and criminal justice systems. Accordingly, the proposed research is important to add to the 
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literature and to examine the significance of concurrent disorders in relation to patient outcomes, 
specifically regarding patient outcomes such as re-hospitalization.  
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CHAPTER 2: LITERATURE REVIEW 
 While there is a substantial amount of literature about concurrent disorders in both the 
general psychiatric and  offender populations, there is very limited research that examines the 
influence of concurrent disorders in the forensic population specifically. Evidence from civil 
psychiatric and offender populations with concurrent disorders provides information that may be 
generalizable to forensic populations, however, additional research is needed to add to the 
literature about the forensic population in general, and the influence of concurrent disorders on 
the forensic population specifically. 
Consequences of Concurrent Disorders for Health and Criminal Justice Systems 
Concurrent Disorders and Corrections 
 Research shows the prevalence rate of mental illness in criminal justice involved 
populations has increased, and exceeds that of the general population (Brink, 2005 et al., 2003; 
Correctional Service Canada [CSC], 2008; Correctional Service Canada, 2005a; Dupuis, 
MacKay, & Nicol, 2013; Ogloff, Davis, Rivers, & Ross, 2007). On admission 11% of federal 
offenders in Canada had a mental health diagnosis, an increase of 71% since 1997 (CSC, 2010). 
Furthermore, 21.3% of inmates had been prescribed psychiatric medication, and 6.1% were 
receiving outpatient services prior to incarceration (CSC, 2010). Estimates vary regarding the 
nature and prevalence of mental health issues in provincial correctional settings, however there is 
consensus that rates of illness are high (>30%), and are increasing (Brink, Doherty, & Boer, 
2001; Thomas, 2005).   
Offenders with mental health problems and disorders are likely to experience other 
problems, including substance abuse (CSC, 2008). The Office of the Correctional Investigator 
(2013) reports that four out of five federal offenders have a substance use problem. One study 
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estimates the rate of concurrent disorders in the correctional population to be as high as 89% 
(Swartz & Lurigio, 1999). 
The Canadian criminal justice system has become a default mental health system for 
people with co-occurring mental health and substance use disorders criminogenic behaviours 
including criminal offending/re-offending, violent recidivism, and incarceration (BC Ministry of 
Health Services, 2005; Correctional Service Canada, 2009e; Hall & Weaver, 2008). In fact, it has 
been suggested that jails and prisons have become the psychiatric hospitals for many Canadians 
(Standing Senate Committee on Social Affairs, Science and Technology, 2006) Similar trends 
are seen in the international literature, with one American study calling the mental health/justice 
system overlap a "crisis situation in need of reform" (Knoll, 2008, p.8).  
The economic consequences when these systems overlap are significant. A 2008 report 
sponsored by BCMHAS and the BC Law Society titled Keeping People with Mental Disorders 
out of Trouble with the Law, reviewed international and provincial (Alberta and Ontario) 
diversion practices for mentally ill offenders and determined that most mentally ill offenders 
have a concurrent substance use disorder, and estimated the cost of health care services for the 
concurrent disorder population at nine times higher than for those with no psychiatric diagnosis 
(Hall & Weaver, 2008).  
` Concurrent Disorders, Offending and Recidivism 
Research shows that individuals with concurrent disorders have a higher incidence of 
violence and offending behaviour than the general psychiatric population, with rates of offending 
behaviour estimated to be as high as 68%, versus 12% in the psychiatric population without a 
concurrent disorder (Ogloff, Lemphers & Dwyer, 2004; Steadman et al., 1998). In fact, the rates 
of offending in this population are so exaggerated, that the presence of a major mental illness in 
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addition to a substance use disorder is recognized as a significant clinical predictor for the risk of 
offending and violent recidivism within correctional populations (Dempster & Furlong, 2007; 
Nicholls, Brink, Desmarais, & Webster, 2006; Ogloff et.al, 2004; Tabita, De Santi, & Kjellin, 
2012; Rezansoff, Moniruzzaman, Gress, & Somers, 2013).  
The National Trajectory Project examined rates of recidivism for NCRMD accused 
individuals in Canada over a three-year follow up period following discharge. The data showed 
that only a small percentage of individuals (0.6%) committed a serious violence re-offence, and 
only 17% of the sampled population committed any type of criminal re-offence (Crocker, et al., 
2015b). Regardless of diagnosis, criminally recidivistic behaviour in the forensic population is 
low. 
Summary of the Problem: Overwhelmed Services and Poor Treatment Outcomes 
Research shows that individuals with concurrent disorders experience numerous negative 
health and social consequences of their illness including increased stigmatization, homelessness, 
relapse and re-hospitalization, incarceration, unemployment, self-injurious behaviour, and 
infectious disease (BCMHSUS, 2016; Health Canada, 2002; McKee, 2017;). Poor treatment 
compliance and response are common in this population. Because of the complexity and severity 
of their disorders, these individuals usually require hospital treatment for much longer than acute 
care programs can provide (Health Canada, 2002).  Accordingly, the SAMI population has 
complex treatment and care needs which present major challenges to service systems. (Chiringa, 
Robinson & Clancy, 2014; Hall & Weaver, 2008; Minkoff, 2000).  
  A BC Ministry of Health (2005) report, Mental Disorder, Substance Abuse and Criminal 
Justice Contact provides evidence that individuals with concurrent disorders utilize mental 
health and addiction services at twice the rate of the general psychiatric population without a 
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concurrent disorders diagnosis—they have increased risk for emergency hospitalization, over 
utilize emergency, inpatient and outpatient mental health and addictions services, and generally 
have a greater involvement with policing and corrections.  
 The concurrent disorders problem in British Columbia has added significant 
burden to mental health and policing resources, particularly in the city of Vancouver where much 
of the SAMI population has concentrated (BCMOH, 2013). This population accesses acute 
mental health services through police intervention and emergency department services, often 
involuntarily (Vancouver Police Department [VPD], 2013). Rates of emergency department 
visits and re- hospitalizations for mental health and addictions services are exaggerated for this 
population—the number of individuals apprehended under section 28 of the British Columbia 
Mental Health Act in Vancouver increased by 23% in 2013, and that 21% of all police incidents 
in the city were mental health calls (VPD, 2013). 
 Statistics from the Canadian Institute of Health Information (CIHI) show similar trends 
for the rates of mental health hospital admissions, discharges (separations), and re-
hospitalizations for individuals with substance-related disorders in Canada. Between 2003-2014 
there was a 104% increase in hospitalizations for substance related disorders in British 
Columbia, likely related to the closure of tertiary hospital beds at Riverview hospital (CIHI, 
2013). 
Unfortunately, there has also been an increase in the number of high-profile and/or 
violent attacks on citizens throughout the province of British Columbia where mental health and 
substance use problems have been identified as preceding the offences (VPD, 2013). Coupled 
with a growing Fentanyl overdose crisis in the province, increasing attention is being paid to the 
problem by citizens, politicians, consumer advocates, and service providers (Perkins, 2017). 
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The acute care mental health system has long reached capacity and the police 
departments are overwhelmed as the de facto front-line mental health providers for the province. 
Similarly, the SAMI population is over-represented in the correctional and criminal justice 
system in the province, and, by extension, in the forensic psychiatric services (BCMHSUS, 
2016; VPD, 2013). 
Concurrent disorders have been identified in the literature as a contributing factor to 
recidivistic behaviour in civil psychiatry and corrections, and recently have been identified as a 
growing challenge in the forensic psychiatric setting (Crocker et al., 2015b; Packard & Fazel, 
2013). In accordance with recommendations made by the Mental Health Commission of Canada 
[MHCC], strategies have been developed by several clinical communities to improve assessment 
and provide improved, integrated concurrent disorders services, and the integration of concurrent 
disorders services has been identified at both the provincial and national level as a health priority 
for Canadians (Mental Health Commission of Canada, 2009; Schutz et al., 2013).  
In response to both federal and provincial recommendations calling for mental health 
reform, diversion, and improved concurrent disorders services, British Columbia’s Provincial 
Health Services Authority (PHSA) has developed a strategic plan for the redesign of clinical 
programming at the Forensic Psychiatric Hospital (PHSA, 2014). The implementation of the 
clinical redesign of FPH has included improved integrated treatments and case management 
services for forensic patients diagnosed with concurrent disorders.  
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CHAPTER 3: RESEARCH METHODS 
Setting 
Forensic psychiatry refers to a specialized branch of psychiatry that is focused on the 
assessment and treatment of people who have mental illness who have come into contact with 
the law (BCMHSUS, 2017). The Forensic Psychiatric Hospital (FPH) in Coquitlam, British 
Columbia is an accredited 190-bed facility with five maximum secure (one female), three closed, 
and one open unit (BCMHSUS, 2015). The maximum-security units are 22 bed high secure 
locked units. Maximum security patients cannot access common areas or hospital grounds 
without a staff or security presence. Patients remanded for court orders and correctional patients 
receiving temporary care at FPH have no access to the wider hospital or grounds and must 
remain in high secure care for the duration of their stay. Each maximum-security unit has three 
seclusion rooms and access to a secure outdoor courtyard. The hospital and grounds are 
monitored by video cameras for security and surveillance. Staffing ratios are high, with most 
maximum-security units providing four nurses and three health care workers each shift. 
 FPH has a large multidisciplinary clinical team on site including psychiatrists, family 
practitioners, social work, occupational and physical therapists, psychologists, clinical 
counselors, rehabilitation workers, peer support, registered psychiatric nurses, registered general 
nurses, and mental health care workers. The British Columbia Review Board is on site at the 
hospital, as well as non-clinical resources such as mental health law, research, and clinical 
educators. 
 In 2014/2015, FPH had 304 admissions, and the average wait time for admission was 5 
days (BC Mental Health and Addiction Services [BCMHSUS], 2015). Of 304 inpatient 
admissions, 65% were court ordered assessments, 22% were referred from correctional facilities, 
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and 10% were directed back to hospital from the community (BCMHSUS, 2015). The mandate 
of FPH is to provide court-ordered assessment, treatment, and case management services for 
adults with mental illness who conflict with law (BCMHAS, 2008). FPH is a provincial agency 
that accepts admissions from across British Columbia, including from remote/rural communities, 
such as Prince George and Kamloops; therefore, access to acute forensic psychiatric services is 
available to all residents of BC. In addition to the services provided at FPH, forensic outpatient 
services are also provided by 6 community regional clinics throughout the province. 
Occupancy rates at the hospital are high, 100% or greater for all male units, and >68% for 
female units in 2014/2015. Waitlist times have been increasing due to the increased number of 
individuals referred for care within the forensic mental health system by the courts, from the 
community, and significantly, from within provincial correctional facilities (BCMHSUS, 2015; 
Olley, Nicholls, & Brink, 2009). 
Legal Status and the Review Board 
 In BC, people are referred to forensic services for one of four reasons: for court ordered 
assessments, for treatment, as a Temporary Absence from a correctional facility, or as a 
condition of bail or probation. These reasons are referred to as a person’s legal status 
(BCMHSUS, 2017).  
Assessment refers to when a  person is remanded into custody and ordered by the courts 
to have a psychiatric assessment to determine whether they are Fit to Stand Trial (Fitness 
Assessment) or whether they should be found Not Criminally Responsible on Account of Mental 
Disorder [NCRMD] (NCRMD Assessment; BCMHSUS, 2017). Treatment refers to anyone who 
has been found NCRMD by the court, or who has been found unfit (Unfit) to stand trial 
(BCMHSUS, 2017). Temporary Absences (TAs): refer to when people are in custody at a 
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provincial correctional facility and refuse psychiatric treatment. These people may become 
certified under BC’s Mental Health Act (MHA) and be referred as a TA from a correctional 
facility to FPH for treatment until such time that they no longer require a designated mental 
health facility to manage their illness (BCMHSUS, 2017). While a TA is a patient at FPH for a 
period of time, their ultimate care, treatment, and custody is managed through provincial 
correctional services, therefore they are clinically and legally distinct than other treatment 
patients at the hospital. Bail or Probation Orders refers to when a person who is referred to one 
of the six forensic regional clinics as a condition of their bail, or their probation order 
(BCMHSUS, 2017). 
The BC Review is an independent tribunal comprised of a psychiatrist, a mental health 
professional, and a lawyer (BCMHSUS, 2017). The mandate of the BC Review Board is for the 
protection of the public, maintaining the human rights of the patient in custody, and ensuring the 
care and treatment a person requires is provided and maintained at FPH or in the community to 
successfully reintegrate them into society (BCMHSUS, 2017). When a person is found NCRMD, 
or unfit to stand trial by the courts, they are placed under the jurisdiction of this tribunal who 
then makes decisions (dispositions) about the custody of the patient ongoing. An initial hearing 
is held within 45-90 days of an NCRMD or fitness decision, and are then typically held annually 
(BCMHSUS, 2017). Review Board dispositions include:  
1. Absolute Discharge: Where a person is released without any conditions. 
2. Conditional Discharge: Where a person is released from custody at FPH into the 
community but with specific conditions (e.g. that they abstain from drugs or 
alcohol and continue to take medications as prescribed).  
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3. Custody: Where a person is ordered to remain in custody at FPH or in another 
designated psychiatric facility. 
Sample 
In order to examine the prevalence of concurrent disorders we randomly sampled the 
cohort of patients who were discharged from the provincial Forensic Psychiatric Hospital (FPH) 
in Coquitlam, British Columbia, Canada between January 1, 2015 and December 31, 2017. 
During that period, there were 978 patients discharged from FPH. Inclusion criteria of the sample 
included remand fitness and NCRMD patients, as well as treatment patients (NCRMD/Unfit) 
discharged from FPH during the study timeframe. Exclusion criteria of the sample included 
forensic patients who were Temporary Absences from correctional facilities, patients who were 
in hospital under the mental health act only (“true” involuntary patients), or patients who were 
referred to the regional clinics for probation orders or bail conditions during the study timeline. 
Inclusion criteria of the sample included remand fitness and NCRMD assessment patients, as 
well as treatment patients (NCRMD/Unfit) discharged from FPH during the study timeframe. 
 Temporary Absences (TAs) were removed from the sample as they are legally and 
clinically defined as correctional inmates and are therefore distinct from the treatment and 
assessment patient population at FPH. True Involuntaries (those patients who are only held in 
hospital under the MHA) were excluded for similar reasons; they are not ordered to FPH by the 
courts, rather they are unable to find their care located in another suitable designated psychiatric 
facility in the province. This left a potential sample of approximately 600 patients. A priori 
statistical power analysis, using an estimated effect size, determined the sample size needed to 
attain the desired power (Cohen, 1992; Polit & Beck, 2012). Power calculation for this study 
indicated 112 patient records would be required to be representative of the sample. 
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A random sample of 157 patient records were reviewed. Thirty-three patients had 
multiple admissions during this time frame, thus the earliest admission in the two-year window 
was treated as the index admission and a subsequent admission (e.g., for another assessment, a 
direct back or a breach) was treated as an outcome for that patient, providing a total sample of 
157 records.  
A total of 86 Treatment (NCRMD & Unfit) records were reviewed. The average age of 
the treatment sample was 44 years old (Minimum=23yrs, Maximum, 72yrs.), SD 11.35. More 
than three quarters (77%) of the treatment sample were male, and over half (66%) of the sample 
were White (Aboriginal 16%, Asian 2%, Black 15%). More than half of the treatment sample 
(60%) lived in supported housing (Absolute Homelessness 5%, Precarious Housing 1%, Private 
Dwelling 35%). A majority (86%) of the treatment sample were on Income Assistance 
(Disability/Welfare). Descriptive characteristics of the total sample are provided in Table 1 in 
Results section.  
A total of 71 Assessment (NCRMD Assessment & Fitness Assessment) records were 
reviewed. The average age of the assessment sample was 37 years old (Minimum= 18, 
Maximum 65), SD 11.42. More than three quarters (88%) of the Assessment sample were male, 
and over half the sample (61%) were White (Aboriginal 20%, Asian 14%, Black 6%). Almost 
half (45%) of the assessment sample lived in their own home (Absolute Homelessness 18%, 
Precarious Housing 22%, Supported housing 12%), with more than 70% of the assessment 
sample receiving income support (Disability/Welfare). Descriptive characteristics of the total 
sample are provided in Table 1 in Results section. 
All treatment patients remain under the supervision and direction of the BC Review 
Board until such time that they receive an absolute discharge. Once a patient is absolutely 
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discharged, they are no longer followed through the forensic services. During the study, 11 
treatment patients (13%) received an absolute discharge. The average length of stay for NCRMD 
patients at the hospital was just over 2.5 years (976 days), Unfit patients tended to stay in 
hospital longer with the average length of stay being almost three years (1092 days). The average 
stay for assessment patients was much shorter, and averaged close to 30 days for both NCRMD 
and fitness assessments (Fitness 29.88, NCRMD assessment, 27.33; see Table 12 in Results). 
Measures 
Sociodemographic, Mental Health and Criminal Justice History  
A purpose-built forensic data collection protocol, Data Abstraction Instrument (DAI) was 
used to collect sociodemographic data including age, sex, ethnicity, type of housing, marital 
status, level of education, and source of income. In addition, the DAI was used to operationalize 
health and legal information variables related to index offence, diagnoses, nature of concurrent 
disorders treatment, current and previous forensic psychiatric hospitalizations, including 
information about the circumstances of rehospitalization (i.e.: voluntarily or involuntary). 
Concurrent Disorders were categorized per Health Canada’s (2002) definition, and DSM-V 
(APA, 2013) diagnostic criteria.   
A coding manual was used in conjunction with the DAI, and explicit and specific 
protocol was developed to manage missing, conflicting, and/or ambiguous data such as deleting 
the case if values are missing. The weakness of this type of protocol is that this can reduce the 
sample size or introduce bias (i.e. non-response bias; Polit & Beck, 2012). 
Treatment 
 Concurrent disorders treatment was defined as long term (> 6 months) inpatient 
psychiatric treatment as well as inpatient substance use treatment such as targeted 
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pharmacological interventions for substance use disorders (e.g. Methadone maintenance) and/or 
participation in The Matrix Model for substance abuse treatment prior to discharge. 
Pharmacological treatment and Electroconvulsive Therapy (ECT) are included as both 
psychiatric treatments, and as concurrent disorders treatments when used in combination with 
targeted interventions for comorbid substance use disorders such as drug and alcohol counselling 
or the Matrix Program.  
All patients admitted to FPH are eligible for psychiatric, social work, and GP services. 
The pharmacological management of mental illness and substance use is also available for all 
patients if prescribed, and all patients in custody with a concurrent disorder are forced into 
abstinence while in hospital. Some treatment services at FPH require a referral (e.g. 
Physiotherapy or Psychology) but are available for all patients regardless of legal status. Other 
services, such as Drug and Alcohol Counselling and The Matrix Program, are only available for 
treatment patients (NCRMD and Unfit).  
FPH implemented The Matrix Model in 2016 for hospital inpatients with a diagnosed 
concurrent disorder (Devon Silvers, personal communication, 2017). Critical elements of the 
Matrix program offered at FPH include: 
Early Recovery Groups – 8 sessions 
Relapse Prevention Groups – 32 sessions 
Education Groups – 6 sessions 
Individual Sessions – minimum of 3 
Social Support Groups - ongoing 
12-Step Meetings – Participation is an expectation of program completion. Matrix 
counselling is provided by graduate-level, Matrix certified counselling staff and/or social 
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workers who are supervised to ensure program fidelity per the Matrix Institute. Since the 
program has been implemented at FPH, 14 patients have graduated. Currently, 37 patients are 
enrolled in the program, with 14 patients on the waitlist (Devon Silvers, personal 
communication, 2017). Participation in Matrix treatment will be defined as graduation from or 
partial participation in the Matrix program. Partial participation will be measured as measured as 
completion of treatment up to the ‘early recovery’ component of the program (evaluated at 3 
weeks), or completion past early recovery without full program completion. 
START Assessment 
 The START is a concise clinical guide for the dynamic assessment of short-term (i.e. 
weeks to months) risk for violence (to self and others) and treatability (BCMHSUS, 2017). FPSC 
policy requires the START assessment be completed on all treatment patients at FPH within one 
month of admission, and every three months afterward (Forensic Psychiatric Services 
Commission [FPSC], 2016). The START is designed to evaluate the patient's risk across seven 
domains including, violence to others, suicide, self-harm, self-neglect, unauthorized absence, 
substance use, and risk of being victimized (BCMHSUS, 2017). The START assessment is 
intended to inform clinical interventions and assist in treatment and risk management plans—it 
offers an overview of dynamic risk factors over time and provides valuable clinical assessment 
information pertaining to substance abuse for forensic treatment patients (BCMHSUS, 2017). 
The START assessment in an important component of treatment at FPH and provides valuable 
information about how dynamic risk factors and treatability change over the course of treatment.  
A competed START assessment refers to a document that is completed by a patient’s 
clinical team (psychiatrist, nurse, social worker) and placed into their permanent clinical record 
(either in their chart in the “Risk Management” section, or on the CERNER system). If no Start 
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Assessment was completed during the study timeframe but existed on the patient record for a 
different timeframe, it was coded as “No START”. A missing START assessment refers to a 
patient record that did not include a START assessment during the study timeframe, and that 
could not be found at any timeframe on the patient record. 
Legal Status 
Forensic patients are individuals who have shown signs of serious psychiatric illness and have 
come in conflict with the law (BCMHSUS, 2017). All forensic patients have been involved with 
the criminal justice system and are referred by the courts to Forensic Psychiatric Services for one 
of four reasons: (1) Assessment for fitness to stand trial or criminal responsibility (Fitness 
Assessment or NCRMD Assessment), (2) Inpatient treatment if unfit to stand trial or not 
criminally responsible by reason of a mental disorder [NCRMD], (3) A person may be remanded 
to FPH as a Temporary Absence [TA] from a correctional facility and treated involuntarily under 
the BC Mental Health Act, (4) A person may be referred to one of the regional forensic clinics as 
a condition of bail or a probation order (BCMHSUS, 2017). 
Outcome Measures 
Involuntary Rehospitalization 
While individuals do return to hospital after re-offending or for breaching legal 
conditions of discharge, equating rehospitalization with criminality can be highly stigmatizing 
for the forensic psychiatric population who often return to hospital voluntarily during periods of 
psychiatric decompensation, or for additional treatment and support. Therefore, for the purposes 
of the proposed study, forensic recidivism is defined as involuntary rehospitalization (i.e. new 
charges, breach of conditions) to the forensic psychiatric hospital within two years of receiving a 
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conditional discharge from the BC review board, or after being discharged from the hospital 
back to the court and/or a correctional facility.  
Voluntary Rehospitalization 
In British Columbia, forensic patients that have received a conditional discharge from 
FPH may be directed back to the hospital by the community forensic mental health team (under 
the authority of the hospital director) during periods of decompensation, or for additional 
treatment or support (FPSC, 2014). The direct back process requires the patient to voluntarily 
agree to return to hospital and allows for rehospitalization for up to seven days without initiating 
a formal restriction of liberties by the British Columbia Review Board (FPSC, 2014). 
 Section 672.81(2.1) of the Criminal Code requires the Review Board to schedule a 
hearing to review the Director’s decision, as soon as practicable after receiving notice that the 
Director has significantly increased the restrictions on the liberty of the accused for a period 
exceeding seven days {s.672.56(2} (British Columbia Review Board, 2009).  
While the direct back process is considered a voluntary rehospitalization, the decision to 
return voluntarily may be nuanced by the threat of being formally arrested and breached back 
into custody if the patient is unwilling to provide voluntary consent to return. Regardless of 
motivation to return voluntarily, rehospitalization via direct back allows for treatment support in 
a secure custody environment without necessitating additional criminal justice involvement 
and/or new legal charges. 
Figure 1. Conceptual framework of study variables. 
Criteria: Forensic Rehospitalization 
(Re-offending, Breach of Conditions, or Direct Back) 
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Procedures 
Approval was obtained from the BCMSUS Research Advisory Committee and the 
Brandon University Ethics Board prior to conducting the study. The principal investigator, a 
forensic psychiatric nurse with a BSPN and BA, and several years of clinical experience at FPH 
completed all file reviews. The data for the study were obtained via a retrospective chart review 
of treatment and assessment patients. Data was collected over a period of three months from the 
Hospital’s (CERNER) electronic records system and patient charts. Data collection occurred on 
site at the Forensic Psychiatric Hospital in Coquitlam British Columbia in the Health Information 
Management Department. 
To address the first study objective of determining the prevalence rate for concurrent 
disorders in the forensic population, a random sample of all patients discharged from FPH 
between January 1, 2015 and December 31, 2017 who met the inclusion criteria was obtained. A 
total of 157 patient records were reviewed and analyzed to obtain sociodemographic information 
and to determine the prevalence rate of concurrent disorders in the population sampled.  
To address the second study objective of determining the prevalence and type of return to 
hospital for people with and without concurrent disorders, the total sample was stratified 
according to legal status (86 treatment records, 71 assessment records). The prevalence of 
concurrent disorders was calculated for each group (treatment and assessment) independently, as 
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well as for the total sample, and frequency and type of return (e.g. Direct back, breach, new 
assessment order) to hospital was examined for each group.  
To address the third study objective of whether people with concurrent disorders are 
receiving treatment while in hospital, all eligible patient records were examined for services 
received while hospitalized. Once all records were reviewed, secondary reviews were conducted 
looking at services provided for patients with diagnosed concurrent disorders, and specifically, 
whether targeted services were provided for patients with concurrent disorders while they were 
in hospital.  
To address the final study objective of whether treatment influences return to hospital, we 
examined the total eligible sample with regards to treatment and return to hospital. We also 
examined differences between legal statuses, specifically examining differences between 
treatment and assessment patients with and without concurrent disorders who either did or did 
not receive treatment for concurrent disorders. Finally, we examined the START data for 
treatment patients returned to hospital with and without a concurrent disorders diagnosis to 
determine whether there was relationship between the risk assessment tool, concurrent disorders, 
and a return to hospital. 
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CHAPTER 4: DATA ANALYSIS 
Data was collected over a period of three months from the CERNER electronic records 
system and patient charts of a random sample of patients discharged from the British Columbia 
Forensic Psychiatric Hospital [FPH] between January 1, 2015 and December 31, 2017. Thirty-
three patients had multiple admissions during this time frame, providing a total sample of 157 
records. Not every patient record contained complete information. Accordingly, when data was 
missing from a record, it was excluded from the reported analyses. Missing data is addressed as a 
limitation in the discussion.  
Data abstraction was conducted by the principle investigator. Data was anonymized to 
maintain patient confidentiality and in accordance with research requirements of the Forensic 
Psychiatric Services Commission (FPSC) Ethics Review Board 
Analyses were conducted with SPSS data analysis software (Brace, Kemp & Snelgar, 
2012). Correlations between the described independent variables and the criteria of forensic 
rehospitalization are reported. Analysis of variance and Pearson Chi Square tests for 
independence were used to evaluate whether an identified set of socio-legal and demographic 
variables were valid predictors of the outcome criterion of rehospitalization.  
The results of the analysis provided information about whether variables are significantly 
correlated with the criterion variables, the strength of these correlations if present, and 
significantly, which variables are most strongly associated with forensic rehospitalization in the 
forensic psychiatric population. 
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CHAPTER 5: RESULTS 
 This study sought to answer questions about concurrent disorders in the forensic 
psychiatric population. Specifically, this study asked what the prevalence of concurrent disorders 
was in a Canadian forensic psychiatric population and if a relationship existed between 
concurrent disorders diagnosis and rehospitalization. This study also sought to answers about the 
role of risk assessment in rehospitalization, asking whether inpatient concurrent disorders 
treatment and/or risk assessment influenced rehospitalization. 
Prevalence 
  Of the individuals included in the total eligible sample, 67.5% had a diagnosed 
concurrent disorder (Treatment n=62.79%, Assessment n= 72.23%). In other words, a diagnosis 
of concurrent disorder was the norm, rather than the exception with this population. Most 
individuals sampled had engaged with the civil psychiatric and criminal justice system prior to 
their admission to hospital. Almost all individuals referred for court ordered assessments had 
documented histories of problematic substance use and a majority had numerous previous 
contacts with policing and mental health services either in the community, or in general 
hospitals. These are, by traditional definition, recidivistic individuals who have opened a 
‘revolving door’, instead of the right door. (See Tables 1 & 2). 
Rehospitalization and Concurrent Disorders 
 NCRMD patients that did receive concurrent disorders treatment while in hospital had 
similar outcomes to those patients who did not receive treatment. There were no significant 
differences in the rates of forensic psychiatric hospital return between assessment and NCRMD 
patients diagnosed with a concurrent disorder. Patients remanded for either a fitness or NCRMD 
assessment had a total rehospitalization rate of approximately 49% (See Table 3). 
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Of clinical interest was the finding that NCRMD patients returned to hospital following 
discharge at a slightly higher rate than assessment patients (55%). However; unlike assessment 
patients who returned with new assessment orders 49% of the time, most (43%) NCRMD 
individuals who received long-term treatment in hospital and returned to FPH in the two years 
following discharge were directed back to the hospital by their community forensic treatment 
team, and came back voluntarily, often on multiple occasions (See Table 3). The need to direct a 
patient back from the community into secure custody is assessed by the community forensic 
team in terms of risk management (START tool) and protection of public safety—if the patient 
does not return to hospital; will they become a risk to the community or themselves? The patient 
and the inpatient hospital team are included in the direct back process, and patients must 
voluntarily agree to return to hospital. Significantly, only 7% of NCRMD patients discharged 
from the hospital met the criteria for involuntary hospitalization within two years after breaching 
release conditions or committing new offences (see Table 3). This is an important finding as it 
points out a significant difference in how forensic patients are recidivistic and return to hospital 
following discharge. 
In the current sample, the circumstances that precipitated a patient being directed back to 
hospital most often involved a relapse into substance use and/or psychiatric decompensation (See 
Table 6 ). Once re-hospitalized, the patient who has been directed back is seen by a collaborative 
team of professionals, including psychiatry, social work, nursing, family practice and counselling 
as necessary. They participate in a comprehensive review of their treatment and risk, are given 
access to comprehensive and integrated supports including substance use treatment if appropriate 
and are included in community reintegration plans with their treatment team. An NCRMD 
patient who is in crisis receives a mandated intervention. The responsibility for maintaining 
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wellness is placed on the provider, not the patient, and services are increased or decreased based 
on individual patient needs. 
Services Provided 
 Once in hospital, the trajectory of forensic patients varied based on their legal status, and 
their subsequent length of stay. Forensic psychiatric patients who were admitted for court 
ordered assessments tended to stay in hospital for a much shorter period (approximately 30 days; 
see Table 12). These patients received access to several multidisciplinary care providers and 
psychiatric treatment while in hospital. However, they had access to fewer services in the 
hospital than treatment patients and did not receive substance use services other than forced 
abstinence, withdrawal management and pharmacological management if appropriate (i.e. 
Methadone maintenance; see Table 8). Other than forced abstinence, only 3.8% of the 
assessment patients with a diagnosed concurrent disorder received any substance use treatment in 
conjunction with psychiatric care; however, because these patients did not remain in hospital for 
.>6 months, they do not meet the criteria for concurrent disorders treatment as defined by this 
study. Significantly, once discharged, assessment patients were not typically followed by a 
forensic mental team and were once again subject to the community resources available to situate 
their care needs. This group returned to hospital more often with new assessment orders (49.3%), 
suggesting their outcomes in the community were poorer than the NCRMD group who returned 
to hospital with new assessment orders only 8% of the time (See Table 3). 
Conversely, patients who were sent for a court ordered assessment and who were found 
NCRMD stayed in hospital for much longer (averaging 977 days) and received access to more 
services including behavioural, motivational, peer-supported, and pharmacological substance use 
interventions while in care, and after discharge than assessment patients (See Tables 12 & 7). 
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Although given access to comprehensive integrated services while in hospital, most NCRMD 
patients did not participate in drug and alcohol counselling (17%); complete the Matrix program 
(12.1%), or access peer support (12%), despite many patients having complex substance use 
histories (See Table 7). Although NCRMD patients with a diagnosed concurrent disorder were 
more likely to participate in Drug and Alcohol counselling while in hospital than any other group 
(44%), >50% of NCRMD patients with a concurrent disorder did not participate in any targeted 
substance use treatment (s) while hospitalized (See Tables 7 & 8). 
Concurrent Disorders Treatment 
The question of whether inpatient concurrent disorders treatment reduces recidivism in 
the forensic psychiatric population is unanswered by this study. While there were a large 
percentage of patients with diagnosed concurrent disorders included in the sample, there was 
significant variability in how services and treatment were provided and accessed which 
prevented clear themes from emerging in the data. Because patients admitted for fitness and 
NCRMD assessments receive different services than NCRMD ‘treatment’ patients, they acted as 
an unintended and informal control for this study. The ‘assessment’ group had shorter stays and 
did not receive integrated treatment for both substance use and mental illness while at FPH (See 
Tables 7 & 8 ). However, they were rehospitalized at almost the same rate with new assessment 
orders which is significantly different than the NCRMD patients who had full access to 
integrated services and remained in hospital much longer.  
Access to integrated, multidisciplinary services while in hospital appeared to improve 
patient outcomes for NCRMD patients, regardless of concurrent disorders diagnoses. However, 
the percentage of treatment patients with concurrent disorders receiving substance use service in 
conjunction with psychiatric treatment was much smaller than anticipated at 44.44% (See Table 
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8). Despite concurrent disorders services being underutilized by treatment patients in the 
hospital, the influence of long-term hospitalization and access to continuous and consistent 
treatment that extends into the community appeared to have a considerable protective effect for 
forensic psychiatric patients with or without concurrent disorders who, historically, were 
recidivistic and over utilizing civil psychiatric and policing/correctional resources.  
Risk Assessment 
 The START assessment, when completed prior to discharge, significantly decreased the 
likelihood of a patient being directed back to hospital, validating the tool’s efficacy in predicting 
risk, and guiding short term interventions to reduce risk for poor outcomes (See Tables 10 & 11). 
The START assessment is designed to assist clinicians to “note changes in mental health status, 
risk potential and treatment over time” (Webster, Martin, Brink, Nicholls & Desmarais, 2011, p. 
4). When used correctly, the START should identify when a patient is a risk for adverse 
outcomes (i.e. reoffending and recidivism) and assist in the implementation of therapeutic 
interventions (e.g. delaying community access if hospitalized or directing them back to hospital 
if patient’s risk factors increase in community). Unfortunately, START data were missing from 
many of the NCRMD patient’s record (approximately 25%) limiting a more complete 
examination of how this type of assessment influenced outcomes for the population studied  
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Descriptive characteristics of the sample are provided in Table 1. 
Table 1 
Descriptive Characteristics of the Sample (n = 157) 
       n (%) or 
Characteristics     mean (SD) 
Concurrent disorder, n (%)    106 (67.5) 
Male, n (%)      129 (82.2) 
Observational period, days, mean (SD)  542.39 (1,314.37) 
Previous Hospital Admission for 
Psychiatric Reasons, n (%)   128 (81.5)  
Previous FPH Admissions, n (%)   112 (98.7) 
Ethnicity, n (%) 
 White      100 (63.7) 
 Aboriginal       28 (17.8) 
 Asian        12 (7.6) 
 Black        17 (10.8)  
Number of Previous Admissions, mean (SD) 3.36 (2.17) 
Legal Status, n (%) 
Remand Fitness Assessment   51 (32.5) 
 Remand NCRMD Assessment  20 (12.7) 
 NCRMD     81 (51.6) 
 Unfit        5 (3.2) 
Housing Status, n (%) 
 Private Dwelling    62 (39.5) 
 Supported Housing    60 (38.2) 
 Precarious Housing    17 (10.8) 
 Absolute Homelessness   17 (10.8) 
 Missing       1 (0.6) 
Type of Rehospitalization, n (%) 
 Not Rehospitalized at FPH   73 (46.5)     
New Assessment    42 (26.8) 
 Breach of RB Conditions     6 (3.8)    
 Directed back from the Community  36 (22.9) 
 
 
Note:  FPH = Forensic Psychiatric Hospital; NCRMD = not criminally responsible on account of 
mental disorder; RB = review board  
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The first objective of the study was to examine the prevalence of concurrent disorders in 
both the treatment and assessment forensic psychiatric population. As can be seen in Table 2, 
more than half of the total eligible sample 67.5%, had a diagnosed concurrent disorder. The 
prevalence of concurrent disorders in the eligible treatment (NCRMD/Unfit) sample was slightly 
less at 62.79%, and the eligible assessment sample was higher at 73.23%. 
Table 2 
Prevalence of Concurrent Disorders  
N=157 
                          Concurrent Disorder                No Concurrent Disorder 
Treatment            n=54   (62.8%)     n=32   (37.2%) 
Assessment          n=52   (73.2%)      
Total                     n=106 (67.5%) 
n=19   (26.8%)                                                                       
n=51   (32.5%) 
Note: Treatment patients= NCRMD and Unfit. Assessment Patients= Fitness Assessment, and 
NCRMD assessment. (Treatment Patients n=86) (Assessment Patients n=71) 
The second study objective was to examine whether there were differences between 
treatment and assessment forensic psychiatric patients in the type and nature of rehospitalization 
depending on a diagnosis of concurrent disorders. Table 3 provides a summary of the rates of 
rehospitalization for both treatment (NCRMD/Unfit) patients and assessment patients with and 
without a diagnosed concurrent disorder discharged from FPH during the study timeframe. 
 Treatment patients with a diagnosed concurrent disorder returned to hospital most often 
after being directed back by their community treatment team (25.58%). This finding was similar 
for treatment patients without a diagnosed concurrent disorder who were most often directed 
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back to hospital, but at a lower rate of 17.44%. When treatment patients were directed back to 
hospital, it was most often because they had relapsed into substance use, or psychiatrically 
decompensated (See Table 6). Treatment patients both with and without diagnosed concurrent 
disorders were rehospitalized as breach returns at the same rate of 3.48%. Only a small 
percentage of treatment patients returned to hospital with new assessment orders following 
discharge, regardless of concurrent disorder diagnoses: 5.81% for patients with a concurrent 
disorder, and 2.32% for patients with no concurrent disorder diagnosis.  
Assessment patients with and without a concurrent disorder diagnosis were rehospitalized 
with new assessment orders at higher rates than the treatment patients (38%, and 11.26% 
respectively). While the overall rate of return was high for assessment patients at 49%, this group 
remained in the community following discharge at almost the same rate 50.7%. This finding 
shows that the likelihood of an assessment patient, regardless of concurrent disorder diagnosis, 
returning or not returning to hospital in the two years following was about 50/50. 
  
Concurrent Disorders Treatment and Rehospitalization in a Forensic Population     41 
 
Table 3 
Rehospitalization Rates Following Discharge 
N=157 
Rehospitalization                                Treatment n=86                        Assessment n=71 
      CD                      No CD 
n=54 (62.79%)    n=32 (37.20%) 
         CD                      No CD 
n=52 (73.23%)    n=19 (26.76%) 
Voluntary (DB) n=22 (25.58%)    n=15 (17.44%) N/A                             N/A 
Involuntary (Breach) n=3 (3.48%)        n=3   (3.48%) N/A                             N/A 
New Assessment Order n=5 (5.81%)        n=2   (2.32%) n=27 (38.02%)    n=8 (11.26%)                               
No Rehospitalization n=22 (25.58%)    n=14 (16.27%) n=25 (35.21%)    n=11 (15.49%) 
Note: CD= Concurrent Disorder, DB= Directed Back from Community 
 
Table 4 reports a summary of the data that examined whether a significant association 
exists between diagnoses of concurrent disorder and the type and nature of forensic 
rehospitalization.  A Pearson Chi-Square test of independence was nonsignificant, χ2 (3) = 2.959, 
p = .398 suggesting that a having a diagnosed concurrent disorder did not influence the type and 
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Table 4 
Analysis of  Relationship Between Rehospitalization and Concurrent Disorder Diagnosis 
n=106 
Concurrent Disorder     Not Rehospitalized   New Assessment   Involuntary       Voluntary (DB)  
No             24.0                           10.0                     3.0                             14.0 
Adjusted residual  .1         -1.4                         .9            .9 
Yes                                         49.0                 32  3            22  
Adjusted Residual                   .-1                          1.4                     - .9                              -.9 
Note: Adjusted Residual reports Z values.  * indicate significance after Bonferroni Correction. 
 
Although a relationship between concurrent disorders and rehospitalization was not found 
in our study, significant differences between how the treatment and assessment groups returned 
to hospital following discharge were observed. Table 4 provides a summary of whether a 
patient’s legal status (i.e. assessment [NCRMD or Fitness] versus NCRMD) is associated with 
return to hospital for new court ordered assessments (i.e. repeat assessments or assessments for 
new charges). A Pearson Chi-Square test of independence was significant (χ2 (2) =13.22, p = 
.004).  This outcome indicated that a patient’s legal status is associated their rehospitalization 
outcome.  For NCRMD patients, rehospitalization with new assessment orders is significantly 
under-represented (adjusted residual -3.59).  In contrast, new assessment orders for remand 
fitness assessment patients are significantly over-represented (adjusted residual 2.43).  All other 
cells were nonsignificant. 
This analysis provides information about rehospitalization independent of concurrent 
disorders diagnosis or treatment, specifically with regards to new assessment orders. When a 
treatment patient is directed back to hospital, the process is initiated by forensic policy and 
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through the forensic system without criminal justice intervention; however, when a patient is 
rehospitalized with a new assessment order, the process is initiated by the criminal justice system 
(e.g. a patient is arrested, and court ordered to FPH) and most often means a patient has re-
offended. When new assessment orders are equated with re-offending, the results provide 
evidence about both rehospitalization and criminal recidivism. 
Table 5 
Number of Patients as a Function of Legal Status and Outcome (Rehospitalization) 
Legal Status 
         Remand Fitness       Remand NCRMD               NCRMD                
Outcome 
                      
Not in Hospital                   26                                     10                        34 
Adjusted Residual           - 2.43*                                1.3                       3.59*                                 
  
New Assessment               25                                      10                        6 
 
Adjusted Residual             2.43*                                 1.3                      -3.59* 
Note: NCRMD = not criminally responsible on account of mental disorder.  Adjusted Residual 
reports Z values.  * indicate significance after Bonferroni Correction.  The 5 Unfit patients are 
excluded from this table and analyses. 
 
 Table 6 provides a summary of reasons for voluntary rehospitalization (direct back) or 
breach after conditional discharge from FPH. NCRMD patients were directed back most often 
because of psychiatric decompensation and/or a relapse into substance using. This is an 
important finding because it provides evidence that the community forensic treatment teams are 
identifying and assessing the risk and mental status of NCRMD patients with substance use 
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problems post-discharge and are returning them to a secure treatment environment when the risk 
cannot be mitigated safely in the community. 
 
Table 6 
Reasons for Direct Back or Breach After Discharge for Treatment Patients 
n=86 
Relapse into Substance Use 26.7% 
Loss of Housing 1.2% 
Treatment Nonadherence 4.7% 
Medical Crisis or Emergency 1.2% 
Psychiatric Crisis or Emergency 37.2% 
Arrested or Apprehended 5.8% 
Self-Harm 5.8% 
Suicide Attempt 4.7 
Transfer from Civil Hospital 0% 
New Charges or Convictions 4.7% 
Note: Describes NCRMD patients directed back to hospital or in breach of conditions. 
 
The third objective of this study was to examine the type of services forensic patients 
receive while in hospital. Specifically, this study looked at what type of concurrent disorders 
services were utilized by patients with diagnosed concurrent disorder. A summary of the services 
patients received while in hospital at FPH is provided in Table 7. All the patients in the eligible 
received access to a psychiatrist, and most (94.5%) were seen by a social worker, and family 
practitioner (93%) while hospitalized at FPH. Almost half (44%) of the patients  in the eligible 
sample were seen by Psychology. Only 1.9% of patients in the eligible sample received 
pharmacological treatment for their substance use disorder or withdrawal management. Over a 
quarter of the total eligible sample was non-adherent to prescribed treatment while in hospital. 
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Table 7 
Summary of Services Received at FPH 
N=157 
Services                     n (%)          Treatment   Assessment 
Psychiatrist         157 (100)     86 (100)      71 (100) 
Social Worker         149 (94.9)    83 (96.5)     65 (91.5)    
Psychologist                    69 (43.9)      62 (76.5)     6 (8.5) 
Outreach Worker        34 (21.7)      34 (49.3)     0 (0) 
Peer Support          20 (12.7)      19 (27.5)     1 (1.6) 
Forensic Liaison        48 (30.6)      47 (61)        1 (1.6) 
Urine or Blood Analysis       137 (87.3)    82 (95.3)     53 (74.6) 
General Practitioner        146 (93)       83 (96.5)     63 (88.7) 
Treatment Nonadherence at FPH                 42 (26.8)      24 (32)        18 (25.7) 
 
Concurrent Disorders Treatment 
Matrix Program        19 (12.1)      19 (22.1)        0 (0)  
Drug and Alcohol Counselling                 24 (15.28)     24 (27.9)       0 (0)   
Pharmacological/ Substance Use Treatment 
/Withdrawal Management                   3 (1.9)          1 (1.16)          2 (2.8) 
Pharmacological Treatment and or ECT         136 (86.6)       82 (95.3)       52 (73.2) 
 
Note:  FPH = Forensic Psychiatric Hospital; ECT = electroconvulsive treatment 
  
An interesting finding can be seen in Table 8 regarding concurrent disorders treatment 
services. While almost half (44%) of the treatment sample with a diagnosed concurrent disorder 
did access some targeted treatment while in hospital, only 3.8% of assessment patients with a 
concurrent disorder received any targeted substance use services while in hospital. Currently, 
patients admitted to FPH for court ordered assessments are not offered long-term therapies such 
as drug and alcohol counselling or The Matrix Program likely because of their shorter stay in 
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hospital and/or their psychiatric acuity during an initial assessment. As such, assessment patients 
who have a diagnosed concurrent disorder are unlikely to receive any targeted treatment for their 
mental illness and their substance use disorder while in hospital, even if their court orders are 
extended for longer periods, and the initiation of long term therapy would be clinically 
appropriate. 
 Regardless of legal status, the targeted concurrent disorders services available at FPH 
were underutilized, or, occasionally, utilized by patients who do not have a formal concurrent 
disorder diagnosis (n=5). 
Table 8 
Targeted Concurrent Disorders Treatment for Patients with Diagnosed Concurrent Disorder 
n=106 
                     Treatment n=54  Assessment n=52 
Matrix Program              16 (29.62%)        0 (0%)  
Drug and Alcohol Counselling                       24 (44.44%)        0 (0%)   
Pharmacological/ Substance Use Treatment 
/Withdrawal Management                            1 (1.85%)        2 (3.8%)* 
Pharmacological Treatment and or ECT                  52 (96.29%)        52 (100%) 
Note:  CD= Concurrent Disorders.Treatment patients= NCRMD and Unfit. Assessment Patients= 
Fitness Assessment, and NCRMD assessment. *Assessment patients do not meet the criteria for 
treatment as defined by this study. 
 
 Table 9 provides a summary of whether receiving targeted concurrent disorders treatment 
is associated with rehospitalization. A Pearson Chi-Square test of independence was significant 
(χ2 (3) = 16.703, p = .001).  This outcome indicated that concurrent disorders treatment is 
associated with the rehospitalization outcome for patients with a concurrent disorder. For 
NCRMD patients with a concurrent disorder, rehospitalization due to new assessment orders is 
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significantly under-represented (adjusted residual -3.2). This means that patients who have 
received treatment for their concurrent disorder are less likely to have new assessment orders 
(essentially a measure of new charges/reoffending) versus patients who do not receive treatment.  
In contrast being directed back to hospital is significantly over-represented for this group 
(adjusted residual 2.8) suggesting that patients with concurrent disorders who receive treatment 
for their concurrent disorder while in hospital are more likely to be returned to hospital by their 
community team following discharge. All other cells were nonsignificant. 
The same analysis for participation in the Matrix Program was nonsignificant. For 
NCRMD patients type of rehospitalization was not associated with participation in the Matrix 
Program, (χ2 (3) =.885, p = .829).  
Table 9 
Rehospitalization and Concurrent Disorders Treatment 











D & A Counselling  1 10 2 11  
Adjusted Residual  -3.2* 2.8* 1.8 .0  
No D& A Counselling  31 12 1 37  
Adjusted Residual  3.2* -2.8* -1.8 .0  
Note: All patients who participated in The Matrix Program also participated in Drug and Alcohol 
Counselling. Adjusted Residual reports Z values. * indicates significance after Bonferroni 
Correction. 
 
The final objective of this study was to examine whether a relationship exists between 
risk assessment and rehospitalization for forensic patients with concurrent disorders.  
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Table 10 
START Assessment and Rehospitalization for Patients with Concurrent Disorders 
 New Assessment Voluntary Return 
(Direct Back) 
Not Rehospitalized 
Start Completed 2 9 18 
Adjusted 
Residual 
.9 -2.7* 2.3* 
Start Not 
Completed 
0 8 2 
Adjusted 
Residual 
-.9 2.7* -2.3* 
Note: Adjusted Residual reports Z values. * indicates significance after Bonferroni Correction. 
 
Table 10 reports a summary of tests of association between the START assessment and 
return to hospital for NCRMD with a concurrent disorder. A Pearson Chi-Square test of 
independence was significant ( χ2 (2) = 7.346,  p = .025) indicating that having a 
completed START assessment prior to rehospitalization was associated with a decreased 
likelihood of being directed back to hospital following discharge for patients with a concurrent 
disorder. NCRMD patients with a concurrent disorder and a completed START assessment were 
significantly less likely (adjusted residual of -2.7) to be directed back to hospital than those 
patients who did not receive START assessments at all. NCRMD patients with a concurrent 
disorder and a completed START assessment were also more likely to remain in the community 
and not return to hospital, than those patients who did not (adjusted residual of 2.3). All other 
cells were nonsignificant. 
Table 11 reports a summary of tests of association between the START assessment and 
return to hospital for NCRMD patients, independent of concurrent disorders diagnosis. A 
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Pearson Chi-Square test of independence was significant ( χ2 (3) = 8.129, p = .043) indicating 
that having a completed START assessment prior to rehospitalization was associated with the 
likelihood of being directed back to hospital following discharge. NCRMD patients with a 
START assessment completed were significantly less likely (adjusted residual of -2.56) to be 
directed back to hospital than those patients who did not receive START assessments at all. All 
other cells were nonsignificant. 
Table 11 
 Completed vs. Non-Completed START Assessment and Outcome for NCRMD Patients 
     START Assessment Completed 
Not Rehospitalized at FPH                New Assessment         Breach                 DB  
 Yes                             25.0                                       4.0                    1.0                         12.0 
 Adjusted Residual      2.02                                         1.4              -.6                         -2.56* 
 No    6.0                                          0.0                    1.0                        12.0 
 Adjusted Residual     -2.02                                       -1.4                      .6                         2.56* 
Note:  NCRMD = Not criminally responsible on account of mental disorder; DB= Direct Back; 
New Assessment= Court ordered assessments for fitness or criminal responsibility. Adjusted 
Residual reports Z values. * indicates significance after Bonferroni Correction. 
 
Though not directly related to the research objectives outlined in this study, an analysis of 
previous hospitalizations and length of stay was conducted to provide an understanding of the 
sample’s previous behaviour with regard to forensic hospitalization, and to gain an estimate of 
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Table 12 
Length of Stay and Number of Previous Admissions to FPH  
N=157  
Mean (SD) 
Legal Status Previous Admissions to FPH Length of Stay (Days) 
Assessment (Fitness) 2.78 (2.05) 29.88 (46.12) 
Assessment (NCRMD) 2.25 (1.62) 27.33 (16.24) 
Unfit 2.40 (2.12) 1092 (2251.79) 
NCRMD 4.06 (2.05) 976.82 (1648.77) 
Note: FPH = Forensic Psychiatric Hospital; NCRMD = not criminally responsible on account of 
mental disorder. Standard deviation in parentheses. 
 
There are marked differences in the length of stay and number of previous FPH 
admissions between assessment and treatment patients. This is important to note because how 
long a patient remains in hospital influences the type and duration of services that they are 
eligible for. Patients who have been found NCRMD average more prior admissions to FPH 
(4.06) than the assessment group (x=2.78 [Fitness Assessment], x=2.25 [NCRMD assessment]. 
High variability in the duration of stay reflects the presence of individuals who stay in hospital 
for much longer than others. The average length of stay for assessment patients was 
approximately thirty days, and the average length of stay for NCRMD patients was 
approximately two and a half years (with the longest being over seven years). Unfit patients were 
a very small group within the sample (Five patients) but had very long durations of 
hospitalization with an average stay of five and a half years, and the longest stay of over six 
years. Results of Levene’s Test for equality of variances between the groups show that sample 
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data did not meet the criteria for homogeneity of variance. Furthermore, t values for duration of 
stay between groups were not significant (p=0.33 when equal variances were assumed, and 
p=.88 when this assumption was removed). Similarly, t values for number of previous 
admissions were not significant between groups (p=.903 when equal variances assumed, and 
p=.905 when assumption was removed).  
Examination of the data reported in Table 12 indicates that NCRMD patients had more 
previous admissions than other patient groups.  An independent-groups analysis of variance 
(ANOVA) examined differences in the number of previous admissions as a function of legal 
status of patients yielding statistical significance, F (3, 143) = 1.17, MSE = 4.002, p < .001. 
Bonferroni follow-up tests indicated that the NCRMD patients had more admissions than either 
remand patient groups.  No other significant comparisons were found. 
Examination of the data reported in Table 9 also indicates that NCRMD and Unfit 
patients had longer admission durations. The same ANOVA examined differences in the 
duration of admissions as a function of legal status of patients.  This ANOVA was significant, F 
(3, 143) = 7.72, MSE = 1530333.69, p < .001.  Bonferroni follow-up tests indicated that 
the NCRMD patients had significantly longer admission durations than either of the two remand 
patient groups.  Due to the high variability among the NCRMD and Unfit patient groups, a 
nonparametric Kruskal-Wallis test found a similar pattern of significant effects, H (3) = 39.24, p 
< 0.001. The length of observation period in the hospital, and the number of previous admissions 
for patients with and without a concurrent disorder did not differ significantly. Independent 
groups t tests were not significant. Both t’s <1.734. 
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CHAPTER 6: DISCUSSION 
Prevalence 
The results of this study are consistent with previous studies showing high rates of 
concurrent disorders in forensic and offender populations. The National Trajectory Project 
provided the first Pan-Canadian look at the forensic population and shows that one-third of all 
NCRMD-accused individuals has a serious mental illness [SMI] and a Substance Use Disorder 
[SUD], with the province of BC having the highest rate of dually-diagnosed NCRMD-accused 
people (Crocker et al., 2015b). The first study of population prevalence of dual diagnosis in an 
Australian forensic hospital (Thomas Embling Hospital) found that 85% of participants had a 
diagnosed primary psychotic disorder (i.e. schizophrenia) and 74% had a diagnosis of lifetime 
substance dependence (Ogloff, Lempher, & Dwyer, 2004). In a similar study of 130 Australian 
male forensic psychiatric patients 44% met the criteria for psychotic disorders, and 45.5% met 
the criteria for mood disorders. Almost half of the sample met the criteria for ASPD. 
Significantly, 77% of participants met the criteria for at least one lifetime SUD, 33% met criteria 
for a current SUD (Ogloff, Talevski, Lemphers, Wood, & Simmons, 2015). The evidence is 
clear: concurrent disorders are an expectation for the forensic population. 
Rehospitalization 
 The National Trajectory Project examined recidivism rates for a Pan-Canadian forensic 
psychiatric population of NCRMD-accused individuals and found that generally, rates of 
recidivism across all provinces was low (17%; Crocker et al, 2015d). Individuals found NCRMD 
for serious offences were in fact less likely (1.76 times less likely) to reoffend than those found 
NCRMD for other, less serious offences against a person, or those with index offences related to 
theft/possession of narcotics etc. (Crocker et al, 2015d). This finding leads to questions about 
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predictors of types of recidivism and the role of concurrent disorders in recidivistic behaviour. 
The results show that across provinces the risk for re-offending was higher with a comorbid 
diagnosis of SUD or Personality Disorder (Crocker et al, 2015d). 
The results of the current study show that the prevalence of concurrent disorders was 
highest for patients admitted to FPH for a court ordered assessment (73% versus 63% for 
treatment patients) and that assessment patients who have a diagnosed concurrent disorder were 
rehospitalized with new assessment orders at a rate of 38% (See Table 4). This rate of 
rehospitalization is significantly higher than the rate of new assessments for NCRMD patients 
with or without a concurrent disorder (5% and 2% respectively; see Table 4).These results are 
consistent with previous studies showing the influence of concurrent disorders on recidivistic 
behaviour, however, this study shows a greater rate of recidivism for patients remanded for court 
ordered assessments versus NCRMD patients. Results of the current study are consistent with 
previous findings that rates of recidivism are low in the NCRMD forensic population. Only 3% 
of the treatment patients in the sample breached conditions or had new charges during the sample 
timeframe, and while >50% of the treatment population returned to hospital after discharge, 43% 
of the time they returned voluntarily (See Table 4). 
A limitation of the current literature on forensic populations in Canada involves the 
recidivism construct itself. For the NTP, recidivism and re-conviction with or without an 
NCRMD finding are synonymous; this study does not take into account re-hospitalization (in a 
civil or forensic hospital) or contact with the criminal justice system that does not lead to 
conviction as recidivism data (Crocker et al., 2015d). Furthermore, the NTP did  not address 
measures of recidivism that may provide valuable information about this population such as 
breaching conditions and being directed back to hospital, the assessment forensic population, or 
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Temporary Absences (TA) from correctional facilities following a conviction. Because the 
current study examines both the assessment and treatment forensic populations, it adds to the 
literature regarding forensic recidivism, specifically rehospitalization. 
Services Provided 
Integrated Treatment 
  Best practices for the treatment of Concurrent Disorders include a service delivery model 
that provides individualized, integrated treatment for both mental illness and substance use 
disorders (Health Canada, 2002, Minkoff, 2000). Improved outcomes occur when service 
systems identify recovery-oriented processes and develop and maintain or improve programs to 
ensure collaborative, continuous, accessible treatment options for patients with co-occurring 
disorders that are implemented by skilled clinicians in all service areas—recovery is possible 
when no door is the wrong door, no matter how long or how hard an individual may try to open 
it. Simply stated, rehabilitation cannot occur unless a treatment culture is consistent, caring, 
competent, integrated, and trusting (Lindqvist & Skipworth, 2000). 
Many ‘doors’ remain closed for individuals living with severe and persistent mental 
illness and substance use disorders in British Columbia (British Columbia Ministry of Health 
[BCMOH], 2019). While provincial community and institutional supports exists for both mental 
health and substance use services, they are overwhelmed, are not well integrated, and often place 
the onus of system navigation and integration onto the consumer (BCMOH, 2019). When 
community supports for people living with concurrent disorders are inadequate, they may 
subsequently find the only doors that are open are doors that lead through the criminal justice 
system or the forensic system (Livingston, Hall, Weaver & Verdun Jones, 2008).  
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The service gaps for individuals living with concurrent disorders in British Columbia are well 
documented in the literature (BCMOH, 2019; Schutz et al., 2013,). A similar gap in service 
exists for forensic patients, particularly forensic patients with concurrent disorders (Dieleman, 
2014). Efforts have been made at civic, provincial, and federal levels to address these gaps and 
improve integration and support for individuals living with concurrent mental health and 
substance use disorders, and BCMHSUS has identified improved integrated treatment services 
and programming as a priority for patients at FPH (BCMHSUS, 2019; BCMOH 2005;2013; 
MHCC 2009).  
The results of the current study are consistent with previous findings that access to 
multidisciplinary, specialized, integrated treatments improves patient outcomes, specifically 
recidivism. In this study, the patients who were historically recidivistic and who received the 
most overall treatment services (NCRMD patients) were the least likely to be rehospitalized with 
new assessment orders. In fact, 43% of NCRMD patients discharged from FPH remained in the 
community after discharge, despite >27% having a diagnosed concurrent disorder, and despite 
only 30% of the treatment population with a diagnosed concurrent disorder receiving targeted 
concurrent disorders treatments while in hospital (See Tables 4, 7, & 8). This study did not 
examine which services specifically improved outcomes other than targeted CD treatments. 
However, the results indicate that it is likely a combination of services, offered by 
multidisciplinary clinicians while in the inpatient setting and post-discharge that provides a 
protective effect for some patients and subsequently improves outcomes. 
Bridging service gaps: Forensic Assertive Community Treatment 
 Gaps in services for people with concurrent disorders are well documented in the 
literature (Patterson, 2007; Schutz, 2013). One intervention which has shown positive outcomes 
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for the concurrent disordered population is Assertive Community Treatment (ACT; e, g, Bond, 
Drake, Mueser & Latimer, 2001). ACT teams serve clients with serious mental illnesses and 
complex substance use disorders who have significant impairments, who, because of the 
limitations of traditional mental health services, have gone without appropriate services. The 
client group serviced by ACT teams are often over-represented among the homeless and in jails 
and correctional populations. These are individuals who are difficult to engage to treatment 
despite requiring intensive and specialized treatment options. The goal of ACT teams is 
treatment, support and diversion; keeping people out of hospital and diverting them away from 
the criminal justice system by providing community outreach and treatment. 
ACT programs operate with a multidisciplinary team (including psychiatry, mental health 
specialist, and peer support) and services are provided to a small group of clients on 24 hour/7 
days a week basis (Bond et al., 2001). ACT teams provide ongoing and continuous support and 
coordination of treatment for individuals who have not been successfully engaged by traditional 
mental health or substance use services and maintain relationships through recovery and relapse 
cycles. ACT programs are a long-term, community-based support and have been shown to help 
people engage with housing, reduce hospitalizations, and decrease negative interactions with 
police.  
The forensic psychiatric system in British Columbia has assertive case management built 
into their services. Six regional forensic clinics are responsible for providing long-term intensive 
community support and treatment for NCRMD patients living in the community once discharged 
from hospital. Like community ACT teams, the clinics operate with a small group of clinicians 
(psychiatry, nursing, social work) who work in conjunction with the hospital treatment team to 
coordinate long-term support for discharged patients. These clinicians monitor their patients in 
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terms of adherence to review board conditions, liaise with various community agencies to 
guarantee housing and income support, and regularly see and assess patients to assess treatment 
needs and manage risk. Follow up with the community forensic team is mandated by the review 
board—patients who are not engaged to treatment cannot discharge themselves from this service; 
therefore, follow up, integration and care continuity is a legal order, taking the onus off the 
consumer to navigate their mental health and substance use needs on their own. While a 
relatively new service delivery model, similar forensic assertive community treatment teams 
“FACT Teams” are being developed and have shown positive outcomes (reduced homelessness, 
reduced recidivism and criminal justice involvement) for forensic populations in the United 
States (Substance Abuse and Mental Health Services Administration [SAMSHA], 2019). 
Risk Assessment 
There is considerable debate in the literature about the primacy of static versus dynamic 
risk factors in predicting behaviour in forensic and offender populations, however, there is 
general agreement about the importance of combined dynamic and static risk assessment tools in 
predicting risk for the forensic population, specifically with regards to recidivism and/or re-
offending behaviours (Lindqvist, & Skipworth, 2000; Olsson, Strand, Kristiansen, Sjoling, & 
Asplund, 2013; Philipse, Koeter, van der Staak, & van den Brink, 2006).  
The results of the current study are consistent with previous findings that validate the 
importance of risk assessment tools such as the START in predicting risk for negative outcomes 
in forensic populations, specifically with regards to rehospitalization. Patients who had 
completed START assessment prior to discharge from hospital were significantly less likely to 
return to hospital than those patients who did not have completed assessments. This finding was 
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similar for treatment patients with and without a concurrent disorder diagnosis (See Tables 10 & 
11). 
Regardless of the findings of the current study, the existing evidence shows that dynamic 
and static risk factors must be considered and used within the context of care for successful 
rehabilitation to occur (Lindqvist, & Skipworth, 2000) .Risk assessment practices that rely 
heavily on actuarial scores of static risk factors are insufficient; forensic risk assessment must 
also examine dynamic risk factors such as the disorder itself, sociocultural factors (including 
family relationships and peer support), substance misuse, and the dynamics of the forensic 
environment itself, the system where care is located (Lindqvist, & Skipworth, 2000).  
Implications for Practice 
This study examined the prevalence of concurrent disorders in a forensic psychiatric 
population, the relationship between concurrent disorders and rehospitalization in this population 
and compared differences in the frequency and nature of rehospitalization between treatment and 
assessment forensic psychiatric patients. The concurrent disorders problem is well documented 
in the literature and is acknowledged as an increasing challenge in both civil psychiatric and 
offender population. Unfortunately, very little research exists about the concurrent disordered 
forensic population. This study adds to the literature by providing a clinical snapshot of the 
Canadian forensic population with concurrent disorders, specifically with regards to 
rehospitalization. 
Of clinical interest was the finding that significant differences were not found in rates of 
rehospitalization between treatment and assessment patients with concurrent disorders, however 
there were significant differences observed in how patients returned regardless of diagnosis. 
Those patients who spent longer in hospital and received access to more services had better 
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outcomes—they returned to hospital voluntarily and with the support of their therapeutic 
community and inpatient treatment teams. They were ‘recidivistic’, but in a more supported way 
than assessment patients when relapse or psychiatric decompensation occurred (i.e. they were not 
criminally recidivistic). This finding adds to the current literature and has several important 
implications for practice. Because admissions to forensic psychiatric hospitals are rising, 
developing strategies to improve outcomes for all patients receiving care in the Forensic 
Psychiatric Hospital would help to ease demands placed on multiple service agencies (i.e. civil 
psychiatry and criminal justice system), with possible cost avoidance for both the health and 
criminal justice systems (Jansman-Hart, Seto, Crocker, Nicholls, & Cote, 2011; Crocker et al., 
2015). 
Limitations and Suggestions for Future Research 
 Future research examining the trajectory of assessment patients with concurrent 
disorders given similar access to services in hospital would be significant to determine whether 
long term hospitalization alone or the combination of longer hospitalization and treatment 
influences rehospitalization. For some, being found NCRMD allows access to long-term 
specialized services that are continuous and extend into the community following discharge. The 
Forensic Psychiatric Hospital provides integrated services on site, and provides mandated 
community follow up for NCRMD patients. The community forensic teams provide assertive 
case management that mimics the successful services provided by community ACT teams and 
court diversion services in the province. Long term service relationships appear to have a gross 
protective effect on the outcomes of patients, regardless of diagnosis, engagement to treatment, 
or motivation to change and this significantly strengthens the argument for increased investment 
in integrated treatment and community resource development.  
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The value of the START assessment in guiding therapeutic interventions with this 
population is significant; patients who received START assessments generally remained in the 
community following discharge (See Tables 10 & 11). Examining the consistency of how this 
tool is used and applied within the forensic service, particularly for patients with concurrent 
disorders would be beneficial to provide more comprehensive risk information about this 
population and would subsequently allow for improved opportunities for early intervention and 
diversion. 
 A limitation of this study is the time frame. A two-year sample frame was used which 
may not be long enough to capture recidivistic behaviour in this population. A longer study 
would paint a more robust picture of this population, and how this population typically behaves 
in the community following discharge.  
The current study included patients who had multiple admissions to the hospital 
following discharge in the sample time frame which may lead to results being over-reported or 
being representative of specific, more complex group of patients. Future studies examining 
recidivistic behaviour in NCRMD patients with concurrent disorders who receive an absolute 
discharge (i.e. no mandated follow up) or studies examining the trajectories of specific patient 
groups (e.g. NCRMD patients with concurrent disorders who returned to FPH over multiple 
admissions, or only remand assessment patients with concurrent disorders) would further 
improve our understanding of the concurrent disorder forensic population in British Columbia. 
Similarly, a small group of patients created a large amount of variability in the data. Stricter 
inclusion and exclusion criteria would improve future studies. 
Another limitation to this study was incomplete or missing data. When data was missing 
from a patient record it was coded as ‘not mentioned’ and was excluded from final analyses. 
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Complete data records may have produced different findings, or additional information about the 
population sampled. Future studies that had fewer missing data would provide a more accurate 
representation of the population studied and allow for a more robust data set. Accordingly, future 
research to replicate the current study in other clinical forensic settings and to increase the 
generalizability of the results of this study is indicated. 
Recommendations 
 Currently the Forensic Psychiatric Hospital is re-examining the structure of its model of 
care. The goal of the review is to identify what parts of the model are working well, and what 
parts require revision in order to improve outcomes for patients (BCMHSUS, 2018). The 
hospital is simultaneously conducting a Patient Needs Assessment (PNA) to explore the patient 
experience of hospitalization and gain an understanding of what services patients identify as 
important in terms treatment and recovery (BCMHSUS, 2018).  Preliminary results of the PNA 
show that patients want access to greater programming and privileges while in hospital, and that 
choice and autonomy are valuable to patients when treatment and programming decisions are 
made (Priscila Rochwerger, “Personal email communication”, June 12, 2019).  
While substance use services were underutilized by patients in this sample, receiving care 
in a facility that supports recovery and makes treatment choices available seemed to have a 
protective effect. Unfortunately, under the current program model, not all patients have access to 
all programs. Continued investment in patient programming, improving the current model of care 
(specifically improving transitions, access, and flow throughout the hospital) as well as 
continuing to offer integrated services in the hospital and through the clinics will improve both 
the patient experience of hospitalization, and treatment outcomes for all patients, and for patients 
with concurrent disorders. 
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  Offering all patients admitted to FPH all of services available at the hospital would be 
unrealistic given the cost for specialized services and the extensive training and resource 
requirements required. However; using existing resources to offer improved screening for known 
risk factors on admission (i.e. brief screening tools such as the CAGE during an interview, or 
more complex tools such as the DAST for substance use screening; Ewing, 1984; Gavin, Ross, & 
Skinner, 1989), and completing an individualized needs assessment for each patient on 
admission would help identify high risk patients early, and would provide an opportunity to 
triage patients’ needs at the front end of their service engagement. Early assessment and 
screening would allow clinicians to streamline care, identify patients who would benefit from 
specialized resources, and plan treatment and case management strategies accordingly at the start 
of a patient’s hospitalization. If a patient does require specialized or more intensive services 
(such as housing support or drug and alcohol counselling), an on-site referral process for 
programming and resources offered at the hospital or the regional clinics could be initiated, 
providing an individualized intervention using existing service resources that could potentially 
carry forward into the community following discharge. 
Similarly, offering forensic services on an outpatient basis for patients who have been 
referred for specialized services, but who are discharged from hospital would provide continued 
access to support and mental health services that are difficult for some patients to obtain in the 
community (such as day programs, peer support, and/or drop-in groups and clinics). Outpatient 
services could be offered on site at the hospital or through the forensic clinics; however, this 
would require a thorough environmental and risk assessment to ensure that security of the 
inpatient area is maintained. This recommendation has significant implications in terms of 
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resource requirements and cost, however existing resources could be used and built upon if 
service outcomes (i.e. reduced rehospitalization) are as expected. 
 In addition to in-person interventions, giving patients access to forensic mental health 
clinicians following discharge using technologies like video chat or telehealth would offer a 
relatively low cost means to connect with patients. The Forensic Psychiatric Hospital and all the 
regional forensic clinics are equipped with the necessary technology to support this type of 
intervention. Some additional training may be required; however, most clinicians are familiar 
with using this technology in their practice already. 
Finally, referring all identified high-needs patients discharged from the hospital for 
follow up with the community forensic teams (i.e. FACT follow-up) would offer ongoing 
support and resources to people who are historically difficult to engage to traditional community 
supports, or for whom traditional supports may have been unavailable. Unlike traditional 
community mental health services, forensic community services are provided by 
multidisciplinary forensic specialist clinicians who are knowledgeable about the unique 
challenges associated with care and treatment of this population. These clinicians are familiar 
with forensic risk assessment and case management strategies and are skilled at liaising with 
traditional community supports (including correctional services) to develop community care 
plans for forensic clients. The presence of a continued therapeutic relationship with forensic 
services following discharge would improve opportunities for early intervention and diversion 
for those patients who might otherwise require rehospitalization. 
 This study suggests that long-term hospitalization and treatment has positive benefits for 
some forensic patients, however, building appropriate supports in both the hospital and the 
community for patients regardless of legal status, diagnosis, or length of stay would have 
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positive benefits for all forensic patients. The Forensic Psychiatric Hospital and regional forensic 
clinics offer comprehensive and integrated mental health and substance use services to forensic 
patients in the province of British Columbia. Results of this study show that NCRMD patients 
who are engaged with the service over a longer period are less criminally recidivistic than 
patients who are not. Existing hospital services and programming are working well to improve 
outcomes for many patients, however; opportunities to screen for risk and identify patient needs 
at the front end of the service (i.e. on admission) and triage care accordingly are being missed. 
Using existing resources to improve admission screening and assessment at the hospital would 
help clinicians to identify high needs patients early in their care and would help direct 
interventions throughout a patient’s engagement with the service, significantly, following 
discharge.  
The recommendations emerging from this study are a clinical ‘wish-list’ that would 
require significant planning and policy revision to implement. Currently the zeitgeist of the 
organization is one of change and transition—senior administration is championing initiatives to 
improve services and the patient journey and is providing extensive training and support to 
clinicians throughout the service to challenge the forensic status quo and engage in new ways of 
providing care (See Forensic Psychiatric Hospital Action Plan, BCMHSUS, 2018). There is 
increased opportunity today for clinicians to influence change and improve care for the forensic 
psychiatric population, particularly for the forensic population with concurrent disorders; to 
ensure that any patient entering the service is opening the right door for their needs. 
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